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Abstract

Background Despite recommendations against psychotropic medication in older nursing homes residents with
behavioral and psychological symptoms of dementia (BPSD), antidepressants and other psychotropic drugs are still
prescribed. We performed a cluster-randomized controlled trial to evaluate the effect of a complex intervention
aiming to promote the deprescribing of antidepressants in institutionalized older persons with dementia. To
understand the underlying mechanisms of trial outcomes, we conducted a process evaluation exploring the
interventions implementation, areas of impact, and contextual factors. The aim of this study was to explore the
implementation process and the key factors that promoted and inhibited intervention implementation in the care
home setting (Clinicaltrials.gov: NCT04985305. Registered 30 July 2021).

Methods Qualitative interviews were conducted between August 2022 and February 2023 with four general
practitioners and eight nursing home staff from four associated nursing homes in the Capital Region of Denmark. We
coded the interview data according to the four constructs of the Normalization Process Theory (coherence, cognitive
participation, collective action, and reflexive monitoring).

Results There was a common understanding of the intervention aim. We observed a raised awareness concerning
the deprescription of antidepressants among healthcare professionals with good collaboration (coherence). An
overall buy-in to a deprescribing mentality was seen (cognitive participation). There were barriers to the GPs and
nursing home staff’s use of the intervention elements and how they implemented it, but to some, a common
language was created (collective action). Professionals overall valued the idea of deprescribing, but lack of time, high
staff turnover, and low education level among nursing home staff hampered the integration (reflexive monitoring).

Conclusion Successful implementation seemed to be dependent on the quality of the relationship between the
single GP and the single nursing home professional. A common deprescribing mentality promoted the uptake of the
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intervention. However, several barriers related to lack of resources hindered implementation. It is imperative to adapt
complex interventions to the available resources and context.

Keywords Process evaluation, General practice, Normalization process theory, Nursing home staff, Dementia,

Training, Deprescribing, Antidepressants

Background

Dementia results in loss of cognitive functions and pri-
marily affects those above 65 years of age [1]. With the
progression of the disease, some may need to relo-
cate to a nursing home [2, 3]. Besides the loss of cogni-
tive functions, up to 90% of people living with dementia
experience one or more behavioral and psychological
symptoms of dementia (BPSD) [4, 5]. BPSD affects both
the person with dementia and caregivers, family, and
nursing home staff, causing many healthcare-related
issues including challenges with medication, and a higher
workload for caregivers and staff [6, 7]. Currently non-
pharmacological treatment is the golden standard for
BPSD treatment [8—10]. However, many continue to
receive multiple medications, including a high amount of
psychotropic medication, which includes antidepressants
[11-14]. Antidepressants are often used for people with
dementia for multiple reasons, but it is uncertain how
effective they are [15, 16].

For other psychotropic medication, they also have
limited benefits and various adverse events [17-19].
Although it is, to some extent, viable to deprescribe psy-
chotropic medication, multiple studies have only shown
varying effects and few concerned antidepressants
[20-25].

Various factors may explain the lack of effect and what
influences the clinicians in their decision to continue pre-
scribing antipsychotic and antidepressant medication
despite the recommendation against this in the guide-
lines [26, 27]. A factor to consider is communication
between general practitioners (GPs) and nursing home
staff. In Denmark, in 2016, nursing home GPs were intro-
duced. Since then, around 70% of Danish nursing homes
have had an affiliated GP that consults most of the resi-
dents [28]. At a nursing home, often multiple and inter-
changeable nursing home staff are involved in residents’
care and medication which requires clear and straight-
forward communication. The communication between
the GP and staff may result in annoyance and misun-
derstandings if there is a lack of trust or uncertainties
about the appropriate way of caring for the resident [26].
Additionally, concerns among relatives and staff about
medication reduction and GPs’ perceived lack of compe-
tence in adjusting medication for this patient group are
also seen to influence their decisions [26, 29-31]. Some
of these challenges are specific to antipsychotic medica-
tion and are very difficult to overcome, while others apply
to all medication groups. The difficulties that arise from

antidepressants may be a bit less challenging to deal with
[32].

To address these factors, we developed a complex inter-
vention aiming to reduce antidepressants for nursing
home residents with dementia by improving communica-
tion and collaboration between GPs, nursing home staff,
relatives, and patients [32, 33]. The results of the random-
ized controlled trial (RCT) will not be able to explain why
or why not a possible effect was achieved. A process eval-
uation addresses the specific context or mechanisms of
the outcome and is broadly accepted as an essential part
of trials to minimize research waste [33—-36].

cRCT to reduce antidepressants for nursing home residents
with dementia

A detailed description of the main trial and the develop-
ment of the intervention is reported elsewhere [32, 37].
To summarize, the trial was conducted as a cluster ran-
domized controlled trial with GPs working as nursing
home physicians as the clusters. In total 21 practices were
recruited. Each practice had 1-3 GPs working as nursing
home physicians and 1-2 nursing homes with possible
patients to include. The practices each included between
3 tol5 patients. GPs were randomized on a ratio of 1:1 to
intervention and control group by a computer algorithm.
Randomization was done after baseline data collection.

Guided by the MRC framework for developing com-
plex interventions, the intervention was developed and
tailored in a 5 step process including (1) a literature
search, (2) interviews with stakeholders, (3) drafting the
intervention prototype, (4) professionals’ assessment of
the intervention, and (5) refinement of the intervention
(33, 38].

The intervention consisted of three parts with the
overall rationale behind, that it could improve commu-
nication and thereby reduce the use of antidepressants
(see Fig. 1). The intervention was introduced to the GPs
in the intervention group by the research team at indi-
vidual meetings at the GP practice lasting approximately
one hour. The same person from the research team did
all the introductions to ensure consistency. Prior to the
introduction of the intervention, all GPs (intervention
and control) participated in an introductory meeting
where experts taught about BPDS, non-pharmacological
interventions, and psychotropic medication. This was
done to enable GPs in the intervention group to be pre-
pared for the teaching session. The research team did not
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Contextual factors®

General practitioner: Time; economy; handover internally between GPs; enthusiasm/motivation; perception of deprescribing.

Nursing homes: Organisation of work; documentation; management ownership and support; time; staffing (education, knowledge, competencies); retention and
recruitment of staffing; economy; workplace culture; motivation; perception of deprescribing.

External: COVID-19; new GP collective agreement; relatives’ expectations, dementia coordinators

Fig. 1 Program theory. (*Contextual factors were identified during the process evaluation)

have any direct contact with the nursing home during
implementation.

the patient and the nursing home staff’s view of the

The three components included:

patient. The pre-visit reflection tool was introduced
by the GP to the nursing home staff either at the
teaching session or at one of the regular visits from

1. Teaching material: A case-based teaching material the GP at the nursing home. In collaboration with
for the GPs to use at the nursing home in a the GP, the nursing home staff decided how to best
session with the nursing home staff. The goal of report back with the results (electronically or in
this component was to ensure a common ground paper form).
between GPs and nursing home staff concerning 3. Dialog tool: The dialog tool included a list of
their knowledge of BPSD and medication. The questions to help the GP explore the nursing
material included a description of BPSD symptoms, home staft’s and, if relevant the patients’ and the
the mechanism, effect, and adverse effects of relatives; concerns and views on deprescribing
antidepressants, and a rationale for deprescribing as antidepressants. The goal of the tool was to aid the
well as non-pharmacological treatments of BPSD. GPs in obtaining a structure for a consultation with
The teaching material could be adapted by the GPs to a focus on antidepressants and to ensure that the
suit their preferred teaching style and differ from GP views of nursing home staff and patients/relatives
to GP. The teaching session should be held shortly were included. Furthermore, it included questions
after the trial was initiated, and before any structured to prompt communication concerning when and
consultations were held. what to report back to the GP, to ensure proper

2. Pre-visit reflection tool: A checklist and an email follow-up. The tool was only introduced to the GP

template were given to ensure, that; (a) The home
visit was planned with members of the nursing
home staff who knew the patient best; (b) The
nursing home staff were instructed to, contact

the relevant relatives and inform them about the
home visit if deemed relevant. By using this tool,

the nursing home staff had a way to prepare for the
structured meeting and share those thoughts with
their colleagues to obtain a more nuanced picture of

by the research member at the introductory meeting
and the GPs were encouraged to use it and adapt it to
their own style if relevant.

The intervention was conducted between October 2021
and December 2022 in the Capital Region of Denmark.
The purpose of the intervention was to reduce the num-
ber of antidepressants for institutionalized persons with
dementia through an improvement of communication
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and collaboration between GPs, nursing home staff, rela-
tives, and patients. The primary outcome was any reduc-
tion of antidepressants. Secondary outcome measures
included differences in the use of other psychotropic
medication, mortality, morbidity, and severity of BPSD.

The aim of the process evaluation was to explore the
key factors that promoted and inhibited the implemen-
tation of the intervention from the viewpoint of the GPs
and nursing home staff.

Methods

Study design

We carried out the data collection for the process evalu-
ation in parallel with and shortly after the finalization of
the RCT. The overall aims of this study were to explore
intervention usability and implementation processes,
including key factors that promoted and inhibited inter-
vention implementation. We used the NPT as the theo-
retical framework throughout the study as a means to
frame and evaluate the findings.

Based on qualitative data on participants’ experience
of the intervention, the Normalization Process Theory
(NPT) was used to identify key facilitators and barri-
ers that promoted or inhibited the core elements of
the intervention [39, 40]. NPT is a middle-range socio-
logical theory commonly used in Implementation Sci-
ence to understand how and why new interventions
are implemented (or not implemented) in organiza-
tional practice by drawing attention to four analytical
domains: making sense of the intervention (coher-
ence), engagement in the intervention (cognitive par-
ticipation), work done in the intervention (collective
action), and individual adaptation of the intervention
(reflexive monitoring) [40]. Where MRC was primar-
ily used in the planning of the process evaluation, the
NPT was used from the planning phase and actively
throughout the study as a means to frame and evaluate
the findings.

This study has been reported in accordance with the
consolidated criteria for reporting qualitative research
(COREQ) (Additional material 1) [41]. The main clus-
ter randomized trial including the process evaluation
was submitted to the Research Ethics Committee of the
Capital Region of Denmark. As defined by the Danish
Act on Research Ethics of Research Projects Sect. 2, the
project does not constitute a health research project but
is considered a quality development project. Therefore,
both studies do not require approval from the Commit-
tees on Health Research Ethics of the Capital Region of
Denmark (Journal no: H-20,084,023). Informed consent
was obtained verbally from all participants before the
study procedures. The participants were informed about
all study proceedings pertaining to the process evaluation
verbally and in writing. Written information about the
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main cluster randomized controlled trial was given to the
participants when they enrolled.

Setting and participants

The process evaluation took place in the Capital Region
of Denmark. All GPs and their respective nursing homes
participating in the intervention arm of the RCT were
eligible for the process evaluation. All GPs were nurs-
ing home GPs. The nursing home staff included nurses,
healthcare assistants, healthcare helpers, and substitute
staff. Healthcare helpers have a 20-month introduction
followed by 15 months of specific education after their
compulsory education. Healthcare assistants also have a
20-month introduction, but their specific education lasts
34 months after their compulsory education. Nursing
home staff was only invited to participate if the GP had
agreed to participate. The GPs could apply for reimburse-
ment for the length of the interview, but no reimburse-
ment was available for the nursing home staff, as the
interviews were performed in their working hours.

Of the eleven GPs in the intervention group, three GPs
had never initiated the intervention, leaving eight who
were still active in the study at the time of conducting
the process evaluation. These eight GPs and their accom-
panying nursing home were invited via email to partici-
pate. During this stage, two additional GPs withdrew
from the main study. One of the clinics had never initi-
ated the intervention. The other clinic was excluded since
they had no eligible patients since a psychiatrist worked
permanently at the nursing home and our inclusion cri-
teria stated that patients were excluded when consulting
a psychiatrist. This left six remaining GPs to take part in
this process evaluation. Of these six, two did not respond
despite several attempts at communication. When a GP
responded positively to the request to participate, the
associated nursing home was invited via email and fol-
lowed up through a phone call. In this process evaluation,
mostly nurses and healthcare assistants were present for
interviews. In total, we included 12 participants, includ-
ing four GPs and eight staff members. GPs were inter-
viewed individually and the nursing home staff mostly
in groups. Deviations from the protocol were made,
since we originally planned to conduct interviews during
the implementation period including observation from
the teaching sessions and to include 10 GPs, 10 nursing
home staff and 10 relatives. The deviations were due to
different reasons, which are further elaborated in the dis-
cussion sections.

Data collection

Two topic guides based on NPT’s constructs were devel-
oped (SS and GO) and semi-structured, qualitative inter-
views were performed. The two topic guides were similar
in topics concerning how they perceived the intervention
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but differed according to the part of the intervention
that was specifically used by either the GP or the nursing
home staff. The topic guide used for the GPs also included
questions regarding the reasons for their participation
in the study, the startup session in which the nursing
home staff did not participate, and how they experienced
using the dialog tool. The nursing home staff had ques-
tions regarding how they perceived the teaching sessions
from the GP and the use of the pre-visit reflection tool.
The topic guides were developed based on the four NPT
domains, with sub-questions being guided towards their
use of the individual intervention elements and overall
experience (Additional material2). The interview guides
were not pilot-tested due to logistical reasons.

All interviews were conducted by the first author SS
(Medical Anthropologist with special knowledge of
health technology and both training and practical expe-
rience with interview techniques) and took place in the
GP offices and at the nursing homes. No one besides the
participants and interviewer was present. In a single case,
a nursing home staff member was interviewed over the
phone to best accommodate their availability. Researcher
SS had no prior relationship with the GPs or nursing
homes.

Participation in the interviews was voluntary and par-
ticipants were only interviewed once. For each interview
we continued until no new information was shared. The
interviews were audio recorded and transcribed verbatim
by SS. No field notes were taken. The recordings were not
shared with anyone outside the research team.

Data analysis
The transcribed data was uploaded into NVivo (release
1.6.1) in Danish for data management and analysis. The
analysis was guided by the aim of the process evaluation
and set within the NPT framework, using the framework
for the analysis of the interview. We began analyzing data
after conducting the first few interviews, continuing this
analysis concurrently with subsequent interviews. The
first author SS coded the data from both GPs and nursing
home staff and analyzed first line-by-line using inductive
coding to identify factors influencing the implementa-
tion including barriers and facilitators set within the NPT
domains. Random samples were checked by the other
authors PH and GO to obtain valid coding and all codes
were discussed in the author group. The coding tree was
designed based on NPT and visualized in Additional
Material 3. The data was initially separated into a GP and
nursing home staff ‘super-category, which each held the
four components of NPT. Subcategories were then cre-
ated to encompass their individual ‘coherence’ and ‘cog-
nitive participation’ of the intervention elements.

During the coding process, it did, however, become
unnecessary to use the subcategories branching from
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the GPs ‘cognitive participation’ strand, since it was not
expressed in the interviews (crossed over in Additional
Material 3). Anonymized, translated quotes are used
illustratively. We did not conduct member checking as
part of our verification process [42]. The quotes were
translated by SS in collaboration with GO. They had no
distinct formal training in translation, but GO has vast
experience with conducting interview studies and trans-
lating quotes from Danish to English.

Results

First, interviews with GPs took place, since the interven-
tion was delivered to them and they had to initiate the
implementation in collaboration with the nursing homes.
These interviews were conducted between August and
December 2022. During this time, the main trial was still
running, but no additional structured consultation could
take place. Because of difficulties in setting up meetings
with the nursing home staff, all their interviews were
conducted in February 2023 after the trial was com-
pleted. Figure 2 describes the overall implementation of
the three parts of the intervention and the timeline for
data collection of the process evaluation. The time range
of the GP interviews was 20-35 min with a mean dura-
tion of 27:30 min. The time range of the nursing home
staff interviews was 18—27 min with a mean duration of
22 min. Throughout this paper, we will be addressing the
participants by either individual GP (GP 1-4), by indi-
vidual nursing home (NH 1-4), or by the collective dyad
of GP and accompanying nursing home staff (dyad 1-4).
Table 1 describes the main characteristics.

The analysis identified several factors influencing
the implementation process. Overall, these factors can
be divided into barriers and facilitators each within a
domain of the NPT as elaborated on below. The results
are presented according to the NPT domains and when
relevant, sub-constructs (presented in italic), while
acknowledging that there is an overlap between the
domains [43]. Additionally, some results may present
both a facilitator and a barrier depending on the context.
The main findings are presented in Fig. 3 with barriers
and facilitators according to the four NPT domains.

Coherence: how participants made sense of the
intervention

Barriers related to coherence involved how professionals
differentiated the new practices from the old practices.
The GPs were unsure about the details of the interven-
tion introduced without being reminded of the teach-
ing materials, pre-reflection tool, and dialog tool by the
interviewer. Some nursing home staff members had
trouble pinpointing the individual uses of the interven-
tion elements. When addressing the teaching sessions
they were acknowledged as a new practice but with some
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staff conducted
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Fig. 2 Timeline of the intervention’s implementation for the GPs and nursing home staff that participated in the process evaluation

Table 1 Characteristics of the participating dyads

Dyad General Yearsof Age Totalnumber  Number of patients Number Nursing home Qualifications Age
practice experi- of residents that the GP attends  of patients
enceasa atthe nursing  to at the nursing included in
GP home home the RCT*
1 GP 1. 24 64 55 55 8 NH 1. Assistant nursing 50
3 participants home manager 37
NH 1.1, NH 1.2, Healthcare 54
NH 1.3 assistant
Nurse
2 GP2 6 43 48 35 7 NH 2. Healthcare 43
2 participants assistant 45
NH2.1,NH 2.2 Healthcare
assistant
3 GP3 16 50 85 30 5 NH 3. Nurse Mis-
1 participant sing
NH 3.1
4 GP 4 19 57 98 35 12 NH 4. Healthcare 49
2 participants assistant 53
NH 4.1, NH 4.2 Nurse

GP: General Practitioner, NH: Nursing home. *Only patients with dementia (diagnosed or suspected), taking antidepressants, not terminally ill, or receiving care from

a psychiatrist could be included

overlap with old practices already in use by the nursing
home staff and the GP which was seen as both a barrier
and a facilitator.

A facilitator within communal specification was that
both GPs and nursing home staff had a raised awareness
of symptoms related to BPSD which also served to create
a common understanding of the intervention.

Another facilitator from the sub-construct of indi-
vidual specification was the overall understanding of the
GPs in relation to the teaching session, which they saw as
useful.

In some nursing homes, the internalization of the
pre-visit reflection tool was seen as a barrier. The nurs-
ing home staff experienced that when they already had a
similar tool, they did not use or identify the intervention
as something useful.

“The Municipality... has worked with the BPSD
model for a long time, I have had one of these forms
[pre-reflection tool] before, and I simply just sent
that one to [GP 1], because there is no reason to do
the same work twice” (NH 1.1).

“But we have always done that? That is not some-
thing we are doing because of this project. It is noth-
ing new. (NH 2.1)

However, using teaching as a reminder could also rein-
force the pre-existing mentality and act as a facilitator

“I think that there has been a lot of focus on it actu-
ally working [person-centered approach], [...] But it
is always nice to revisit things” (NH 4.2).

Another facilitator was the overlap between the person-
centered approach to dementia care that was already
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Cognitive participation

Too much overlap with existing
procedures

Need for continuously teaching

Intervention not used continously due
to staff turnover

-

Coherence:

New practices not differentiable from
old:

- Teaching sessions
- Pre-visit reflection tool

Coghnitive participation
Buy-in from participants
Teaching sessions made sense

Coherence: i

Teaching sessions overlapping with
old practices

Raised awareness of BPSD

Teaching as a reminder

Fig. 3 Summary of results within the NPT-domains

used and the alternative treatments taught by this project
in the teaching sessions could complement each other

“When we work with Tom Kitwood daily, it becomes
really easy [to adopt the new methods], because we
are trained in that approach” (NH 4.1).

\ Barriers

Facilitators
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Collective action
Extra paperwork
Rigidity if following the tools

Double work with no gained outcome
when using tools

High sickness absence of staff
Too few resources

Communication with nighttime staff

Reflexive monitoring
Narrow focus on antidepressants

Involvement of government to change
resource issues

Collective action
Fewer prescribing requests

Better understanding of the
consequences of medication

Adjust teaching sessions to GP
Benefical with teaching to staff
Follow-up on patients facilitated

Common language used

]I \

Reflexive monitoring

Raised awareness and improved
decision-making

More time with residents

Cognitive participation: how participants engaged and
committed to the intervention

Concerning enrollment, some GPs and nursing home
staff felt that parts of the intervention were not relevant
to reorganizing their current workflow around, since
there was too much overlap, and therefore viewed as a
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barrier. This concerned the pre-reflective tool and dialog
tool, which covered procedures that already existed at the
nursing home and therefore hindered the commitment to
the intervention

“I think that it’s just... It’s just a part of us, we just do
it when we encounter something new. And then we
advise the paperwork and have a dialogue with the
GPs” (NH 2.2).

Despite these barriers, acting as a facilitator was the buy-
in to the intervention and change of procedure which
was welcomed by GP/nursing home dyads.

A facilitator for the implementation was the legitimi-
zation encouraged by both GPs and nursing home staff
about the teaching material. They were positive and
receptive to the teaching sessions and saw the reason for
the material and the education that followed with it.

"There were many [nursing home staff] who were
really positively surprised about learning what med-
icine actually does to a dementia brain and stuff
like that... So, I think it [the teaching sessions] really
made a lot of us move our focus from medicine onto
other alternatives” (NH 4.2).

“They [nursing home staff] were also interested in
joining the project. So, what happened was, I taught
about the same things that I had been taught, and
then we had a discussion... The thing about being a
little more careful and not blindly trusting the medi-
cine, right? (GP4)

Another barrier was concerning the activation where
several nursing home staff expressed a wish to have had
more and continuous education on the BPSD to account
for the changing staff. Furthermore, it was difficult for
nursing home staff to effectively use the intervention
daily continuously due to staff turnover at the nursing
homes.

“ think it was only at the beginning when we did
those reflections on the residents that had to be
made changes on, and then I don’t think we have
experienced much more. Well, at least I have not.
Maybe the first month, when we started it here, 1
think there was a focus on it” (NH 1.2).

Table 2 How the dyads used the intervention elements
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If there had been a dedicated resident coordinator func-
tioning as a champion, it could have kept the engagement.

Collective action: how the intervention was enacted
Some variation occurred as to how many of the interven-
tion elements were used by the dyads, as seen in Table 2.

Most dyads collaborated in selecting the participants
with each part having their expertise. Three of four GPs
conducted the teaching session, but only a few dyads
actively used the pre-visit reflection tool and just half of
the GPs used the dialog tool.

For interactional workability the introduction of the
pre-visit reflection tool and dialog tool was a barrier to
the implementation since it added excess paperwork.
Several GPs found the systematic of the tools to be too
rigorous.

“Yes, I think I remember that one, but sometimes
it’s difficult to determine how much time you want
to spend on the side. Because I think you can get a
little too tied down by sitting with those things [dia-
log tool]” (GP 3).

Some nursing home staff had their routines and version
of the pre-visit reflection tool, which created double
work and no gained outcome. The fact that some nursing
homes already had awareness and procedures aimed at
alternative dementia treatments made it difficult for the
nursing home staff to adjust to the intervention elements.

“It has not been useful at all, it has made our work a
tiny bit more annoying since what we already have,
we have not been able to use. Therefore, this project
has cost us double the work.... So, it has been stag-
geringly annoying. Because no better product has
come out of it. It is a bit stupid that you do not try
to incorporate the systems, which we already have”
(NH 1.1).

However, it was facilitated in the GPs’ experience since
they received fewer prescribing requests from the nurs-
ing home staff. With a better understanding of the con-
sequences of antidepressants in the nursing home staff,
they were less prone to ask the GP for medication.

Dyad 1 Dyad 2 Dyad 3 Dyad 4
Intervention elements GP1 NH 1 GP2 NH 2 GP3 NH 3 GP 4 NH 4
Teaching material not used not used used used used used used used
Pre-visit reflection tool used used used used not used not used not used not used
Dialog tool not used - used - not used - used -

GP: General practitioner, NH: Nursing home
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"Well, we benefitted from properly following up on
the patients. Often you make a prescription and
then everyone forgets about it. After all, we found
out that if we had an agreement to do something, we
could more easily talk about it and what had hap-
pened. What we've achieved is that the intervention
makes it easier to follow up with patients that we’ve
started to deprescribe” (GP 2).

“Well, I think they [nursing home staff] have got-
ten better at not begging for medicine. Like, when a
nurse calls and says: now I absolutely think we need
to give him some antidepressants! So they were more
in tune with my train of thought than driving off on
the other side. They are also very interested in doing
the right thing” (GP 4).

A facilitator within the context of relational integration
was that the GPs were able to adjust the teaching ses-
sions to fit their teaching method which made them use-
ful. Furthermore, the sessions were beneficial when there
were many unskilled laborers and substitute staff since
they did not have the same qualifications as nurses or
healthcare assistants.

“Yes. I actually think, at least, that we know what
psychotropic medication does to the brain, but espe-
cially the healthcare helpers and uneducated staff
have difficulty understanding why we can’t just do
this [use psychotropic medication] (GP 4.1).

Concerning Skill set workability a facilitator expressed
by the professionals was that it was easier to periodically
follow up with patients who were on a deprescribing tra-
jectory compared to those who were not. The use of a
common language that had been established when mak-
ing collective agreements about a patient’s changes in
medicine, facilitated the implementation further on.

A barrier to the contextual integration of the interven-
tion was during periods of high sickness absence among
the nursing home staff. Even though initial communica-
tion worked, frequent turnover of substitute staff made it
hard to maintain a work protocol creating an important
contextual factor.

“The problem, which has also been evident while
this project has been going on, is a lot of sicknesses
occurred among the nurses, therefore we had many
temporary staff and substitutes. That is a problem,
because many temporary workers [at the nurs-
ing home] do not have the same qualifications to
give relevant observations of the residents, and this
makes for somewhat difficult working conditions”
(GP 3).
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Further, the intervention depended upon the nurs-
ing home management and the work environment. If
there was too much turnover in staff and the resources
were low, these factors constituted important barriers to
enacting a new practice.

“For us, it is the case that one department of the
nursing home runs a little more chaotically and
the other one runs very quietly..., if there is a stress-
ful work environment it is difficult to discontinue
medication.... So you will probably have to, when
you have to do that, also look at what resources are
available in the nursing homes. How much can it
accommodate?” (GP 2).

Another barrier was the issue concerning internal com-
munication between the daytime and nighttime staff at
the nursing homes. Many nursing homes operate with
a separate staff unit during the night who do not neces-
sarily participate in meeting with the GP and thus do not
gain nor share knowledge directly with the GP leading to
unequal distribution of work.

Reflexive monitoring: participants’ reflections on the
intervention

In general, most participants experienced having a raised
awareness and the ability to make educated decisions as
the main outcome of this intervention, however, most
dyads had not created new routines or practices.

The deprescribing process enabled the staff to relocate
their resources and spend more time with the residents.
This made it possible to be present and calming instead
of prescribing medicine, although it required some extra
work.

“I mean, it has affected our work on those days when
there are really restless people. We try to meet their
needs as much as possible by dividing the days up
so0 that the resident who really has this extra caring
need gets more one-on-one time with a staff mem-
ber...Of course, it takes up a little extra when we do
it, but it is well spent in the long run” (NH4.1).

A GP addressed the issue of a narrow focus on antide-
pressants as a problem.

“I think it can be a very complex issue, because they
are also suffering from a lot of other things, right?
Therefore, it is hard just to talk about these [antide-
pressants]. After all, there are many other medicines
that you could also take a close look at. In general, I
think this consideration that you can probably go in
and revise or at least look critically at medicines in
this patient group is useful” (GP 3).
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For GPs and nursing home staff initiatives from the gov-
ernmental level were warranted. Since healthcare help-
ers and substitute staff are the primary providers of basic
nursing care and the ones spending the most time with
the residents with BPSD, they are also the individuals in
need of the most education and intervention elements.
However, given the frequent turnover of staff and differ-
ing levels of commitment to the nursing homes, on-site
education, as tried in this intervention, becomes difficult.

“But the more skilled staff you have,... the more, you
will be able to reduce medication consumption. In
other words, when a new face comes along all the
time,...the more difficult it is” (NH 4.2).

“It is, after all, better education of staff and better
working conditions. It's something as simple as, we
have residents with dementia, who become volatile,
who look for the doors and look out, look away, and
can be aggressive when they can’t figure it out. The
thing is, it’s about being able to accommodate them
and that is mainly solved with pedagogy. Pedagogi-
cal training and more resources. It is not on us doc-
tors, no!” (GP 1).

Discussion

Our objective in this process evaluation was to investi-
gate the factors that impede or promote the introduction
of a complex intervention to reduce antidepressant pre-
scriptions in nursing homes.

Within the four analytical dimensions of the NPT,
several factors promoting and inhibiting the uptake of
the intervention were identified. Factors promoting the
introduction of the intervention elements included: A
raised awareness of a deprescribing mentality and using
the teaching material was valuable for especially the tem-
porary or uneducated staff (coherence). It also created an
increased buy-in to a systematic approach to detecting
where deprescribing is appropriate (cognitive participa-
tion) and gave the GPs and nursing home staff a common
language as well as prompted more visible follow-up (col-
lective action). A previous good relationship between the
GP and nursing home staff was a key factor in success-
fully working with the new routine.

Though we had performed a tailoring process of our
intervention, we identified a number of factors imped-
ing the implementation: a high staff turnover making
it difficult use the elements of the intervention in daily
work (cognitive participation). A lack of internal coordi-
nation at the nursing homes including communication
with the GP and clear work division (collective action).
Excess paperwork for both the GPs and nursing home
staff (collective action). Poor education level among nurs-
ing home staff (collective action) and a narrow focus on
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antidepressant medication including missing initiatives
from a governmental level (reflexive monitoring).

The facilitators and barriers also aided in the interpre-
tation of how the intervention has affected the short-
term and medium-term outcomes presented in the
program theory. According to the short-term outcomes,
GPs and nursing home staff should have achieved more
awareness and knowledge, and benefitted from a com-
mon language concerning BPSD and deprescribing. They
achieved it to some degree, as represented by the facili-
tators under coherence and collective action. However,
issues concerning coherence, cognitive participation, and
collective action, including teaching and communica-
tion, highlighted an incomplete change. The same holds
true for the operationalization of the parts of the inter-
ventions, which did not always result in structures that
helped the process. Furthermore, the relatives were not
actively participating, thus making this short-term out-
come completely unmet.

According to the varying effects based on the short-
term outcomes, it is only possible to conclude that the
medium-term outcomes are met to a low degree. In some
cases, shared decision-making occurred, but without
the involvement of patients or relatives. We observed
increased professional confidence for the GPs to a certain
degree, but it is uncertain how much it has changed for
the nursing home staff.

Overall, the lack of fulfilling some of the outcomes can
very well have led to a lesser reduction of antidepressants
in the main trial.

This study provides important insight into the behavior
of the participants concerning a deprescribing practice
for antidepressants. Several other studies have addressed
the importance of understanding how something is
implemented [44, 45]. In our study, it was evident that
nursing homes with good communication and collabo-
ration between GPs and nursing home staff were more
likely to use the intervention. Having good communica-
tion between professionals has been proven to minimize
the risk of making mistakes [46, 47].

Other complex interventions have shown the value
of training or teaching to increase the knowledge of the
participants and to ensure a common language that aids
the uptake of intervention into everyday practice [48,
49]. This was also important within our study and added
to the common language and understanding of the new
mentality, especially for the uneducated and temporary
staff. However, the teaching session was only held in the
beginning and since there was a high turnover of staff,
some of the value may have been lost. Similar findings
concerning high staff turnover within the nursing home
field and the need for continuous teaching are seen in
the literature [50]. The high staff turnover may also have
been a factor in the level of confusion concerning the



Shahrzad et al. BMC Nursing (2024) 23:287

individual forms and tools that were present within the
intervention, which has been shown to hinder interven-
tions in nursing homes [51, 52]. Furthermore, in some
nursing homes additional overlapping education on
BPSD was conducted as part of a focus area within the
nursing home. This education was provided from other
sources than what was taught in the intervention and it
was not possible to restrict the use. Because of the time
delay from receiving the teaching session and the inter-
view with the nursing home staff, some issues with dif-
ferentiating the different educational sessions occurred,
thus limiting the actual understanding of the practice
attempted to be implemented in our study.

In those nursing homes where the GPs and nursing
home staff managed to implement a part of the interven-
tion that prompted a “new shared language’, the interven-
tion enabled a shift of focus towards deprescribing and
why it is important. This improved the communication of
medication needs and the workload for the GP who was
prescribing medication less frequently. This improve-
ment made the resident’s needs more visible and made
it possible for the nursing home staff to make necessary
follow-up adjustments, as seen in other studies [53].
Another issue raised by the GP was when a strict focus
is on one medication or condition, there will be some-
thing else that receives less focus. This is also addressed
in studies with medication review, where too many focus
areas may result in fewer things being changed [53, 54].

Improving collaborative care might also have benefit-
ted the intervention to ensure that the residents receive
the best quality of care [52, 55]. The increase in workload
with no added value for the staff is often seen in complex
interventions. This is an important factor to consider
when implementing a new practice since it can become
an influential barrier [47].

In order for a new practice to be implemented, it has
been shown to be important with good coordination
between all active actors [44]. An active nursing home
coordinator or champion responsible for keeping track
of the new practice and keeping the practice consistent
might have benefitted the intervention. Both for the lon-
gevity of the new deprescribing mentality but also to
ensure everyone, both night and day staff, are aware of
the new practice.

Strengths and limitations

By evaluating the intervention as we have done in this
study, it becomes transparent what mechanisms are
important when implementing a deprescribing tool and
what needs to be taken into consideration when upscal-
ing. This study also aids in understanding the distribution
and magnitude of the issues of implementation. Using
NPT as a theoretical framework is a strength in this
process evaluation since it provides a theory-informed
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analysis and interpretation of several facilitators and bar-
riers while revealing the complexities of roles in health
care.

A major limitation of the study was the deviations from
the protocol which occurred. Originally, we had planned
to conduct the interviews during the implementation
process, but the interviews were conducted more than a
year after the intervention was initiated. This was due to
leave of absence and staff turnover in the research group.
Consequently, several participants had trouble recalling
the project details. Another limitation was that we did
not get observations from the teaching session, which
limited our insights into what was actually taught, since
adaptation was possible. Also, fewer participants than
originally planned were included and no relatives were
included. Since only 11 GPs were in the intervention
group, and 5 had not specifically used the intervention,
it was not possible to interview the predefined number,
since we wanted to evaluate the implementation process.
Although interviews with GPs who had not completed
the intervention would have been relevant to understand-
ing the factors that had inhibited them from completing
or even beginning the intervention, the latency of the
interviews made it difficult to ask them to recollect why
they did not use the intervention. Furthermore, neither
residents nor relatives were interviewed, which could
also have provided important insights. However, since
they were not actively part of the intervention in the final
form because their mandatory presence was removed
in the development process, it was less relevant for the
evaluation [32]. As for the patient’s perspective, a recent
study concerning nursing home resident’s thoughts on
discussing deprescribing has shown that residents may
not know how to talk about their medication [56].

Due to logistical reasons, we did not pilot test the topic
guide, which is a limitation. A pilot test especially when
using the NPT as a framework could have given valu-
able insight into which areas that may have needed more
probing from the participants following the four analyti-
cal domains.

Another limitation was concerning data saturation. In
our study, we undertook a series of strategic measures
to ensure data saturation in our small sample of inter-
views, aiming for a comprehensive understanding of the
research topic.

We documented the process of data collection and
analysis thoroughly, including how and when we deter-
mined that saturation was reached, ensuring the cred-
ibility of our study. Although we started with a small
sample, we remained open to increasing the number of
interviews if new themes continued to emerge and satu-
ration had not yet been achieved [57]. By adopting these
measures, we aimed to enhance the likelihood of achiev-
ing data saturation, ensuring that the data collected
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comprehensively addressed our research questions, even
with a relatively small number of interviews. The absence
of member checking, however, is acknowledged as a limi-
tation that could potentially impact the depth and valida-
tion of our findings.

Conclusion

Process evaluations are a vital part of understanding
complex interventions. In this study, we uncovered a rel-
atively low uptake of the intervention by GP/staff dyads
and an overall uncertainty about how to collaborate
appropriately about the deprescribing of antidepressants.
The low uptake of the intervention may have been partly
due to less than ideal implementation and follow-up by
the research team with the study being anchored in gen-
eral practice and including nursing homes more. Another
major reason was the high staff turnover and low educa-
tional level among staff, which makes the introduction of
a common language and better training of staff in nursing
interventions on BPSD challenging. This study contrib-
uted to the uncovering of the mechanisms related to the
uptake of the deprescribing intervention.

Overall, more barriers than facilitators were observed.
The attempt to encourage the involvement of nursing
home staff in the deprescribing process was achieved to
some extent, but there were still many reports of GPs and
nursing home staff being unsure about their role and par-
ticipation. This study adds to the knowledge that effective
implementation of a deprescribing mentality is depen-
dent on a functioning GP/nursing home dyad with lim-
ited staff turnover and proficiently educated staft as well
as an implementation strategy involving both GPs and
nursing homes. These things are often outside the scope
of this type of research and call for a more governmen-
tal intervention to improve the resources within the area
before further improvements may happen.

Abbreviations

BPSD  Behavioral and Psychological Symptoms of Dementia
GP General Practitioner

MRC Medical Research Council

NH Nursing Home

NPT Normalization Process Theory

RCT Randomized Controlled Trial

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512912-024-01932-x.

Supplementary Material 1
Supplementary Material 2

Supplementary Material 3

Acknowledgements
We want to thank the participating Danish general practitioners and nursing
home staff for their contribution to this project.

Page 12 of 14

Author contributions

GO, AH and PH conceived the study. SS conducted all interviews. SS analyzed
the data and themes were discussed with PH and GO. Further discussion was
conducted with KH. All authors critically revised, read and approved the final

manuscript. All authors agree to be accountable for the analysis presented in
the manuscript.

Funding

The Research Unit for General Practice funded the study. The funder had no
role nor authority in the study process or dissemination of the project.
Open access funding provided by Copenhagen University

Data availability
Data may be made available through formal data sharing agreement with the
authors’institution on reasonable request.

Declarations

Competing interests
The authors declare no competing interests.

Ethics approval and consent to participate

The study was conducted in compliance with the Helsinki Declaration in

its latest form, good clinical practice guidelines, and followed the rules for
informed consent. The study was part of a larger cRCT, where the Regional
Ethical Committee was informed about the trial and waivered ethical approval
according to Danish legislation (Journal no: H-20084023). The University of
Copenhagen approved study procedures and informed consent was obtained
verbally and recorded from all participants according to Danish legislation
concerning non-intervention trials.

Consent for publication
Not applicable.

Authors’ information (optional)
Not applicable.

Author details

'Department of Public Health, University of Copenhagen, Section of
General Practice and Research Unit for General Practice, Copenhagen,
Denmark

2Research Unit for General Practice, Aarhus, Denmark

Received: 5 August 2023 / Accepted: 11 April 2024
Published online: 28 April 2024

References

1. Elahi FM, Miller BL. A clinicopathological approach to the diagnosis of
dementia. Nat Rev Neurol. 2017;13(8):457-76.

2. Demens NVf. Forekomst af demens i Danmark [updated 03. marts 2023.
https://videnscenterfordemens.dk/da/forekomst-af-demens-i-danmark.

3. Toot S, Swinson T, Devine M, Challis D, Orrell M. Causes of nursing home
placement for older people with dementia: a systematic review and meta-
analysis. Int Psychogeriatr. 2017;29(2):195-208.

4. Selbzek G, Engedal K, Bergh S. The prevalence and course of neuropsychiatric
symptoms in nursing home patients with dementia: a systematic review. J
Am Med Dir Assoc. 2013;14(3):161-9.

5. Cerejeira J, Lagarto L, Mukaetova-Ladinska EB. Behavioral and psychological
symptoms of dementia. Front Neurol. 2012;3:73.

6. Brodaty H, Draper B, Low LF. Nursing home staff attitudes towards
residents with dementia: strain and satisfaction with work. J Adv Nurs.
2003;44(6):583-90.

7. Kim B, Noh GO, Kim K. Behavioural and psychological symptoms of dementia
in patients with Alzheimer’s disease and family caregiver burden: a path
analysis. BMC Geriatr. 2021;21(1):160.

8. Kales HC, Gitlin LN, Lyketsos CG. Management of neuropsychiatric symptoms
of dementia in clinical settings: recommendations from a multidisciplinary
expert panel. J Am Geriatr Soc. 2014;62(4):762-9.


https://doi.org/10.1186/s12912-024-01932-x
https://doi.org/10.1186/s12912-024-01932-x
https://videnscenterfordemens.dk/da/forekomst-af-demens-i-danmark

Shahrzad et al. BMC Nursing

20.

22.

23.

24,

25.

26.

27.

28.

29.

(2024) 23:287

Dyer SM, Laver K, Pond CD, Cumming RG, Whitehead C, Crotty M. Clinical
practice guidelines and principles of care for people with dementia in Austra-
lia. Aus Fam Physician. 2016;45(12):884-9.

Authority DH. NKR: Forebyggelse og behandling af adfeerdsmaessige og
psykiske symptomer hos personer med demens. 2019.

Ralph SJ, Espinet AJ. Use of antipsychotics and benzodiazepines for demen-
tia: time for action? What will be required before global de-prescribing?
Dement (London). 2019;18(6):2322-39.

Lundby C, Jensen J, Larsen SP, Hoffmann H, Pottegard A, Reilev M. Use of
medication among nursing home residents: a Danish drug utilisation study.
Age Ageing. 2020;49(5):814-20.

Kessing LV, Harhoff M, Andersen PK. Treatment with antidepressants in
patients with dementia—a nationwide register-based study. Int Psychogeriatr.
2007;19(5):902-13.

Gerlach LB, Fashaw S, Strominger J, Ogarek J, Zullo AR, Daiello LA, et al. Trends
in antipsychotic prescribing among long-term care residents receiving
hospice care. J Am Geriatr Soc. 2021,69(8):2152-62.

Hughes LD, Murphy F, Findlay DJ. Assessment and treatment of depression
associated with dementia. Br J Hosp Med (Lond). 2019;80(3):151-6.

Watt JA, Goodarzi Z, Veroniki AA, Nincic V, Khan PA, Ghassemi M, et al.
Comparative efficacy of interventions for reducing symptoms of depression
in people with dementia: systematic review and network meta-analysis. BMJ.
2021;372:n532.

Grill P Marwick C, De Souza N, Burton JK, Hughes C, Guthrie B. The burden of
psychotropic and anticholinergic medicines use in care homes: population-
based analysis in 147 care homes. Age Ageing. 2021;50(1):183-9.

Borda MG, Jaramillo-Jimenez A, Oesterhus R, Santacruz JM, Tovar-Rios DA,
Soennesyn H, et al. Benzodiazepines and antidepressants: effects on cogni-
tive and functional decline in Alzheimer’s disease and Lewy body dementia.
Int J Geriatr Psychiatry. 2021,36(6):917-25.

Coupland CA, Dhiman P, Barton G, Morriss R, Arthur A, Sach T, et al. A study of
the safety and harms of antidepressant drugs for older people: a cohort study
using a large primary care database. Health Technol Assess. 2011;15(28):1-
202. iii-iv.

Declercq T, Petrovic M, Azermai M, Vander Stichele R, De Sutter Al, van Driel
ML et al. Withdrawal versus continuation of chronic antipsychotic drugs for
behavioural and psychological symptoms in older people with dementia.
Cochrane Database Syst Rev. 2013(3):Cd007726.

Gedde MH, Husebo BS, Mannseth J, Kjome RLS, Naik M, Berge LI. Less is
more: the impact of deprescribing psychotropic drugs on behavioral and
psychological symptoms and daily functioning in nursing home patients.
Results from the cluster-randomized controlled COSMOS trial. Am J Geriatr
Psychiatry. 2021,29(3):304-15.

Forsetlund L, Eike MC, Gjerberg E, Vist GE. Effect of interventions to reduce
potentially inappropriate use of drugs in nursing homes: a systematic review
of randomised controlled trials. BMC Geriatr. 2011;11:16.

Smeets CHW, Smalbrugge M, Koopmans R, Nelissen-Vrancken M, van der
Spek K, Teerenstra S, et al. Can the PROPER intervention reduce psychotropic
drug prescription in nursing home residents with dementia? Results of a
cluster-randomized controlled trial. Int Psychogeriatr. 2021;33(6):577-86.
Wiggin DA, Timmons S, Rukundo A, Walsh KA. Improving the appropriateness
of psychotropic prescribing for nursing home residents with dementia: an
overview of reviews. Aging Ment Health. 2022;26(6):1087-94.

Cossette B, Bruneau MA, Couturier Y, Gilbert S, Boyer D, Ricard J, et al. Opti-
mizing practices, Use, Care and Services-Antipsychotics (OPUS-AP) in Long-
Term Care centers in Québec, Canada: a strategy for best practices. J Am Med
Dir Assoc. 2020,21(2):212-9.

Moth AE, Hglmkjeer P, Holm A, Rozing MP, Overbeck G. What makes depre-
scription of psychotropic drugs in nursing home residents with dementia so
challenging? A qualitative systematic review of barriers and facilitators. Drugs
Aging. 2021;38(8):671-85.

Harrison SL, Cations M, Jessop T, Hilmer SN, Sawan M, Brodaty H. Approaches
to deprescribing psychotropic medications for changed behaviours in long-
term care residents living with dementia. Drugs Aging. 2019;36(2):125-36.
Regions D. Faste laeger pa plejehjemmene giver mere tryghed og faerre
indlaeggelser 2022 [ https://www.regioner.dk/services/nyheder/2022/
december/faste-laeger-paa-plejehjemmene-giver-mere-tryghed-og-faerre-
indlaeggelser.

Paque K, Vander Stichele R, Elseviers M, Pardon K, Dilles T, Deliens L, et al.
Barriers and enablers to deprescribing in people with a life-limiting disease: a
systematic review. Palliat Med. 2019;33(1):37-48.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

5T

Page 13 of 14

Reeve E, Bell JS, Hilmer SN. Barriers to Optimising Prescribing and Deprescrib-
ing in older adults with dementia: a narrative review. Curr Clin Pharmacol.
2015;10(3):168-77.

Lai R, Withiel TD, Angelone M, Redpath C, O'Connor DW, Plakiotis C. Psycho-
tropic medication deprescribing in residential aged care facilities: an explor-
atory study of the knowledge and attitudes of family members of residents
with dementia. Australas J Ageing. 2022,41(4):e356-63.

Halmkjeer P, Vermehren C, Holm A, Rozing MP, Hgj K, Overbeck G. Tailoring

a complex intervention to reduce antidepressants in institutionalized older
persons with dementia. BMC Health Serv Res. 2022,22(1):1582.

Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM, et al.

A new framework for developing and evaluating complex interventions:
update of Medical Research Council guidance. BMJ. 2021;374:02061.

Thirsk L, Clark A. Using qualitative research for Complex interventions: the
contributions of Hermeneutics. Int J Qualitative Methods. 2017;16.

Oakley A, Strange V, Bonell C, Allen E, Stephenson J. Process evalua-

tion in randomised controlled trials of complex interventions. BMJ.
2006;332(7538):413-6.

Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: Medical Research Council guidance.
BMJ. 2015;350:n1258.

Helmkjeer P, Holm A, Overbeck G, Rozing MP. A cluster-randomized trial of a
complex intervention to encourage deprescribing antidepressants in nursing
home residents with dementia: a study protocol. Trials. 2022;23(1):410.

Craig P, Dieppe P, Macintyre S, Michie S, Nazareth |, Petticrew M. Developing
and evaluating complex interventions: the new Medical Research Council
guidance. BMJ. 2008;337:a1655.

May CR, Mair F, Finch T, MacFarlane A, Dowrick C, Treweek S, et al. Develop-
ment of a theory of implementation and integration: normalization process
theory. Implement Sci. 2009;4:29.

May C, Finch T, Implementing. Embedding, and integrating practices: an
outline of normalization process theory. Sociology-the J Br Sociol Association
- Sociol. 2009;43:535-54.

Tong A, Sainsbury P, Fau - Craig J, Craig J. Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews and focus
groups. (1353-4505 (Print)).

Aguboshim F. Adequacy of sample size in a qualitative case study and the
dilemma of data saturation: a narrative review. World J Adv Res Reviews.
2021;10:180-7.

McEvoy R, Ballini L, Maltoni S, O'Donnell CA, Mair FS, Macfarlane A. A qualita-
tive systematic review of studies using the normalization process theory to
research implementation processes. Implement Sci. 2014,9:2.

Overbeck G, Davidsen AS, Kousgaard MB. Enablers and barriers to imple-
menting collaborative care for anxiety and depression: a systematic qualita-
tive review. Implement Sci. 2016;11(1):165.

Murphy K, O'Connor DA, Browning CJ, French SD, Michie S, Francis JJ, et

al. Understanding diagnosis and management of dementia and guideline
implementation in general practice: a qualitative study using the theoretical
domains framework. Implement Sci. 2014,9:31.

Leonard M, Graham S, Bonacum D. The human factor: the critical importance
of effective teamwork and communication in providing safe care. Qual Saf
Health Care. 2004;13(1):i85-90.

Richter C, Fleischer S, Langner H, Meyer G, Balzer K, Képke S, et al. Factors
influencing the implementation of person-centred care in nursing homes
by practice development champions: a qualitative process evaluation of a
cluster-randomised controlled trial (EPCentCare) using normalization process
theory. BMC Nurs. 2022;21(1):182.

Anrys P, Strauven G, Roussel S, Vande Ginste M, De Lepeleire J, Foulon 'V, et al.
Process evaluation of a complex intervention to optimize quality of prescrib-
ing in nursing homes (COME-ON study). Implement Sci. 2019;14(1):104.
Bridges J, May C, Fuller A, Griffiths P, Wigley W, Gould L, et al. Optimising
impact and sustainability: a qualitative process evaluation of a complex inter-
vention targeted at compassionate care. BMJ Qual Saf. 2017;26(12):970-7.
Arnold SH, Olesen JA, Jensen JN, Bjerrum L, Holm A, Kousgaard MB. Develop-
ment of a tailored, Complex Intervention for Clinical Reflection and Commu-
nication about suspected urinary tract infections in nursing home residents.
Antibiot (Basel). 2020,9(6).

Keenan J, Poland F, Manthorpe J, Hart C, Moniz-Cook E. Implementing
e-learning and e-tools for care home staff supporting residents with demen-
tia and challenging behaviour: a process evaluation of the ResCare study
using normalisation process theory. Dement (London). 2020;19(5):1604-20.


https://www.regioner.dk/services/nyheder/2022/december/faste-laeger-paa-plejehjemmene-giver-mere-tryghed-og-faerre-indlaeggelser
https://www.regioner.dk/services/nyheder/2022/december/faste-laeger-paa-plejehjemmene-giver-mere-tryghed-og-faerre-indlaeggelser
https://www.regioner.dk/services/nyheder/2022/december/faste-laeger-paa-plejehjemmene-giver-mere-tryghed-og-faerre-indlaeggelser

Shahrzad et al. BMC Nursing

52.

53.

54.

55.

(2024) 23:287

Woodward A, Ruston A. Empowerment of care home staff through effective
collaboration with healthcare. J Interprof Care. 2023;37(1):109-17.

Wouters H, Foster JM, Ensink A, O'Donnell LK, Zuidema SU, Boersma F, et al.
Barriers and facilitators of conducting medication reviews in nursing home
residents: a qualitative study. Front Pharmacol. 2019;10:1026.

Ailabouni NJ, Nishtala PS, Mangin D, Tordoff JM. Challenges and

enablers of Deprescribing: a General Practitioner Perspective. PLoS ONE.
2016;11(4):0151066.

Callahan CM, Boustani MA, Unverzagt FW, Austrom MG, Damush TM,
Perkins AJ, et al. Effectiveness of collaborative care for older adults with
Alzheimer disease in primary care: a randomized controlled trial. JAMA.
2006,295(18):2148-57.

Page 14 of 14

56. Thompson W, Jacobsen [T, Jarbgl DE, Haastrup P, Nielsen JB, Lundby C.
Nursing home residents'thoughts on discussing deprescribing of preventive
medications. Drugs Aging. 2020;37(3):187-92.

57. Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview
studies: guided by Information Power. Qual Health Res. 2016;26(13):1753-60.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Factors promoting and impeding efforts to deprescribe antidepressants among nursing home residents with dementia– a process evaluation guided by normalization process theory
	﻿Abstract
	﻿Background
	﻿cRCT to reduce antidepressants for nursing home residents with dementia

	﻿Methods
	﻿Study design
	﻿Setting and participants
	﻿Data collection
	﻿Data analysis

	﻿Results
	﻿Coherence: how participants made sense of the intervention
	﻿Cognitive participation: how participants engaged and committed to the intervention
	﻿Collective action: how the intervention was enacted
	﻿Reflexive monitoring: participants’ reflections on the intervention

	﻿﻿Discussion
	﻿Strengths and limitations

	﻿Conclusion
	﻿References


